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Department of Surgery, Division of Vascular and Transplant Surgery, Radboud University Nijmegen Medical Center, Nijmegen, The NetherlandsIn the aging hemodialysis population with long waiting lists
for renal transplantation maintaining adequate vascular
access is a growing challenge. With an acknowledged
preference for autologous material depletion of upper
extremity superﬁcial veins complicates tertiary access
surgery and alternative sources are explored. Sadaghianloo
and coworkers propagate the use of a composite autoge-
nous venous graft constructed from the femoral vein (FV)
and the greater saphenous vein (GSV) transposed to the
upper arm.1
The FV is chosen for its caliber and wall thickness, which
favors shunt patency and maturation time. The authors ﬁnd,
that harvesting of the FV is laborious and requires extensive
dissection. It is, however, associated with a rather low
morbidity, mainly consisting of minor wound complications
and transitory lower limb swelling. This is in accordance
with our own experience in the treatment of patients with
infected aortic aneurysms in a recent Q-fever epidemic.
Absence or simultaneous harvesting of the ipsilateral GSV
does not seem to adversely affect the outcome. A minority
of patients require the use of compression stockings for
more than 6 months.2
A segment of GSV is inserted proximal to the FV at the
arterial anastomosis to reduce the arterial inﬂow by
a higher vascular resistance to prevent hemodialysis access-DOI of Original Article: http://dx.doi.org/10.1016/j.ejvs.2012.11.030
* Corresponding author. J.A. van der Vliet, 690 Surgery, RUNMC, POB
9101, 6500HB Nijmegen, The Netherlands. Tel.: þ31 24 3615333; fax: þ31
24 3540501.
E-mail address: j.vanderVliet@chir.umcn.nl (J.A. van der Vliet).
1078-5884/$ e see front matter  2012 European Society for Vascular
Surgery. Published by Elsevier Ltd. All rights reserved.
http://dx.doi.org/10.1016/j.ejvs.2012.11.031induced distal ischemia (HAIDI), which is a serious problem
in this population.3 With the use of this technique the
authors reported a low incidence (6%) of severe HAIDI
necessitating additional surgical treatment. But this comes
at a price, as stenosis of the GSV segment is responsible for
most of the instances of access failure and reinterventions,
which accounted for 24 additional procedures in 14/17
patients. The reported 82% secondary patency at twelve
months is acceptable considering the circumstances.
The combined VF and GSV transposition to the upper
limb appears to be a useful but high maintenance alterna-
tive in tertiary hemodialysis access surgery.REFERENCES
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